**To the Editor:** Monath et al. [@R1] outlined existing facilities for distribution of yellow fever vaccines in the United States and pointed to difficulties for prospective vaccinees in remote locations. Their recommendation that primary health-care providers be allowed to dispense yellow fever vaccination merits serious consideration. Acceptance of such a strategy in the United States would inevitably be emulated elsewhere. Nevertheless, before such a strategy is approved, vaccine potency should be monitored at distribution points, and a sample of vaccine recipients should be examined for vaccine-induced immune response.

In Nigeria, systematic investigation of yellow fever vaccine distribution and transportation to remote locations has found loss in vaccine potency. Vaccine in storage sites and immunization centers in Lagos was fully potent, but potency in Osun and Oyo was 016 log~10~ to 0.22 log~10~ lower than the stipulated level [@R2]. Furthermore, the titer of two vaccine lots that had been frozen after reconstitution from their lyophilized state dropped from the initial 3.15 log~10~ to 3.53 log~10~ to zero.

If the United States were to implement an extended strategy, similar studies of vaccine lots should be conducted to determine whether every vaccinee has received a full dose of yellow fever vaccine. In Illinois during the early 1970s, weak links in maintenance of refrigeration facilities and use of outdated vaccines in vials exposed to the sun for long hours were reported for live poliovirus vaccines [@R3]. In the Northern Territory of Australia, examination of 144 vials of hepatitis B vaccine formulations during transport to immunization centers showed that 47.5% had been exposed to temperatures of -3°C or lower [@R4].

Assays of the potency of yellow fever vaccine, as well as quantification of vaccine-induced neutralizing antibody, is a multistep procedure that relies on inoculation of mice or Vero or polysaccharide cells [@R5]. The successful \"take\" of yellow fever vaccine can be determined starting the second postvaccination day by demonstrable viremia detected by reverse-transcriptase polymerase chain reaction and by marked increases in neopterin, beta2-microglobulin, and circulating CD8+ cells [@R6]. Alternatively, elevated levels of tumor necrosis factor and interleukin-1 receptor antagonists on day two after vaccination [@R7] could be used to monitor the success of vaccinations by primary-care providers in remote areas in the United States [@R1] and elsewhere.

During the 1990s, isolation of yellow fever virus was reported in persons with a nonspecific febrile illness that did not meet the case definition of yellow fever [@R8]. Air travel by such persons to the United States, which has areas infested by *Aedes aegypti,* could initiate yellow fever epidemics; because these travelers would have a nonspecific febrile illness, they would escape the existing surveillance network.

In conclusion, introducing yellow fever immunizations by primary health-care providers would be ideal, only with a concurrent plan to monitor vaccine potency at immunization centers and obtain in vitro evidence of a successful vaccine take. Such a strategy would blunt yellow fever--associated deaths, illnesses, and symptomless viral carriage in the community.
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